Sir,
A 53-year-old lady presented with a 2-month history of reduced central vision and distortion in her right eye. Her visual acuities were right 6/60 and left 6/6 with glasses. There was a right partial posterior vitreous detachment, macular striae, and a full-thickness macular hole. In the temporal periphery, there was retinal telangiectasia with an underlying exudative retinal detachment, demarcated by a line of exudates. The left fundus had a normal macula, no posterior detachment and a smaller area of retinal telangiectasia without exudates in the temporal periphery. Optical coherence tomography scans were consistent with a right fullthickness macular hole.
After 21 months, the vision remained stable with a right partial posterior detachment and the right fundus showed an additional vitreoretinal band. Repeat optical coherence tomography showed an additional marked band of increased signal density extending from the inferior edge of the fovea on the right, compatible with inferior vitreoretinal macula traction ( Figure 2 ).
Comment
Idiopathic age-related full-thickness macular holes usually develop in women in the seventh decade secondary to contraction of the prefoveolar vitreous cortex. Clinically, the vitreoretinal macular interface remains normal until vitreoretinal detachment. In patients with vitreoretinal macular traction syndrome, the partly detached vitreous remains attached to the centre of the macula. In cases with an unusual adherence of the vitreous to the centre of the fovea, a posterior vitreous detachment that begins in the extramacular region may result in a partial or full-thickness macula 
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hole as it extends through the macula area; but this is an unusual mechanism for macula hole formation. 1 Retinal telangiectasia is most frequently idiopathic. The term Coat's disease is usually reserved for idiopathic retinal telangiectasia and retinal exudation usually occurring unilaterally in young males. 2 However, retinal telangiectasia has been described in association with secondary exudative nonrhegmatogenous retinal detachment and retinoschisis, 3 rhegmatogenous retinal detachment, 4 and acquired after retinal surgery. 5 The presence of a peripheral retinal telangiectasia and full-thickness macular hole may be coincidental, but the presence of both is rare. Both patients that we described had an abnormal posterior hyaloid evident by signs of vitreomacular traction and vitreoretinal bands. We hypothesise that the peripheral retinal telangiectasias with chronic exudation caused a change in the vitreous configuration, with secondary vitreomacular traction and full-thickness macular hole formation in each case. We suggest that there is a causative link between peripheral retinal telangiectasia and macular hole formation. Both patients declined surgery because of the uncertain prognosis and outcome with this hithero unrecognised association. Figure 2 Repeat optical coherence tomography showed an additional marked band of increased signal density extending from the inferior edge of the fovea on the right, compatible with inferior vitreoretinal macula traction.
